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Schizophrenia: Effect of Perceived Stigma
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Abstract
Rationale: Among those with schizophrenia, hope in a fulfilling future and belief in one’s own competence have been identified as two subjective dimensions of recovery. Aim: Our aim in this study was to
determine how closely these two constructs were related and to what degree they were linked to stigma,
social support, illness severity, and duration of illness. Method: We administered the Miller Hope
Scale, Sherer’s Self-Efficacy Scale, the Norbeck Social Support Questionnaire, the Link Perceived
Stigma Questionnaire, the Positive and Negative Syndrome Scale (PANSS), and the Beck Depression
Scale to 70 individuals diagnosed with schizophrenia/schizoaffective disorder. Results: As expected,
hope and self-efficacy were highly intercorrelated (r=.58). Of the other constructs we measured, only
perceived stigma was significantly associated with both of the two recovery dimensions. Conclusions:
In this population, feeling hopeful about the future and feeling effective went together. The perception
that schizophrenia is stigmatized accounted for variation in both hope and self-efficacy, adding to the
growing body of evidence attesting to the negative consequences of perceived stigma.
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Introduction
Based on results of long-term outcome studies and an
increased attention to consumer perspectives, the focus of
treatment for schizophrenia has shifted to include a recovery orientation (1). Identifying factors that support or hinder recovery is essential for an evidence-based approach
to the successful management of schizophrenia. While
there is ongoing debate in the academic literature regarding definitions of recovery (2, 3), consumers report that
finding hope and meaning in life, re-establishing identity,
and taking responsibility for feeling well (4, 5) are important ingredients. Hope for a better future and belief in
one’s ability to achieve personal goals are two important
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dimensions that recur in the literature on recovery (6-10)
and are included in recovery rating scales (11-14). This
study examines the strength of association between these
two constructs (hope and self-efficacy) and the extent to
which they are influenced, as has been suggested (8, 1517), by perceived stigma, social support, illness severity,
depression, and duration of illness.
Perceived stigma has been previously identified as an
obstacle to recovery, associated as it is with decreased
self-esteem, hopelessness, secrecy and withdrawal, as well
as with shame and self-doubt (16, 18). The support of family and friends (social support) has, on the other hand,
been positively correlated with recovery (17, 19), hope
(20, 21), and self-efficacy (17, 22). There is a questionable
correlation in the literature between symptom severity and
recovery. Anthony’s definition of recovery (23) does not
exclude the continuing existence of symptoms. At the
same time when symptoms are severe, they impact on
hope and self-efficacy which, based on the literature, we
hypothesize to be important aspects of recovery. Specific
symptoms, particularly subjective distress and depression,
have been found to negatively influence self-esteem, another theoretical indicator of recovery (15, 24). Minimal
symptoms, therefore, may or may not be part of recovery
(25, 26). The process of coming to terms with suffering
from a chronic illness and moving through stages of coping and adaptation necessarily involves a dimension of
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time, the exact duration of which will vary with the individual (5). Long-term outcome studies with 22-37 year
follow-up periods have consistently reported relatively
good functioning (27) while short or medium-term outcomes are mixed (28).
Our hypothesis was that hope and self-efficacy in our
population would be highly correlated, both having been
previously reported as components of recovery. We further
hypothesized that both would correlate positively with social
support, and negatively with perceived stigma and illness
severity. We did not know whether the duration of illness
considered in our study would correlate positively or negatively with these two dimensions of recovery.

Methods
Seventy individuals with schizophrenia were recruited
from six rehabilitation and treatment centers in southern Ontario. Inclusion criteria were:
1. a clinical diagnosis of schizophrenia or schizoaffective
disorder within the past two to fifteen years confirmed by
a standardized DSM-IV criteria checklist applied to the
clinical record,
2. ability to read and understand English at least at a Grade
5 level,
3. no identified current (in the last month) substance abuse.
In order to minimize the confounding effects of current
substance use on the subjective perceptions we were studying, individuals who self-reported using substances within
the last month were excluded from the study. Approvals
were obtained from each of the various hospital/university
Ethics Review Boards. All subjects were screened by a clinician and declared competent to consent. They subsequently
completed a demographic questionnaire, and the first author
(JLL), who had received prior standardized training in the
use of this instrument, administered the PANSS. All questionnaires were administered either by JLL or by a trained
research assistant.

Instruments
Hope: The Miller Hope Scale (MHS) is a 40-item Likert
scale that measures multidimensional attributes of hope and
has established reliability and validity in healthy and ill populations (29).
Self-efficacy: The Self-Efficacy Scale (SES) developed by
Sherer and colleagues (30) consists of 30 items rated on a
five point Likert-type scale.
Social Support: The Norbeck Social Support Questionnaire (NSSQ) is a two-stage questionnaire, the first measuring the size and membership of the social network, and the
second rating the degree of support received from each identified member. A five point Likert-type scale assesses two

conceptual properties of support: emotional and practical assistance (31, 32).
Duration of Illness: The range of illness duration in the
sample was between two and fifteen years.
Perceived Stigma: Stigma was measured using the Link
Perceived Stigma Questionnaire (LPSQ) (33). It consists of
29 items rated on a six point Likert-type scale with four subscales: devaluation-discrimination, secrecy, withdrawal, and
education.
Illness severity:
a) The Positive and Negative Syndrome Scale (PANSS)
was used with White and colleagues’ (34) five subscales: negative, positive, activation, dysphoric, and
autistic preoccupation.
b) Depression was measured with the Beck Depression
Inventory (BDI), one of the most widely used depression scales since its introduction in 1961 (35).
Demographics: Age, gender, marital status, and number
and length of hospitalizations were also collected.
Sample Size: Based on a power analysis aimed to
achieve statistical significance at the .05 level, a sample
size of 70 subjects was calculated a priori. The rationale
was a five to ten subject ratio for each of the primary variables measured (36). In order to understand the findings in
greater detail, a post-hoc analysis was conducted on the
sub-scales, but only after finding statistical significance in
a primary variable.

Results
Response rates: The response rates varied from 43% to
59% of eligible individuals referred from the six sites. All
subjects were treated as one group as no differences were
found among the six sites on demographics or on primary
variables using ANOVA.
Demographics: Seventy individuals with schizophrenia
met the inclusion criteria and completed all of the questionnaires. Forty percent were female (n=28) and 84%
were single (n=59), 7% were married or living commonlaw (n=5), and 9% were divorced or separated (n=6). Age,
duration of illness, and days in hospital are summarized in
Table 1. All participants were currently receiving treatment, which included medication, case management, and
skills training. Four percent (n=3) were in hospital at the
time of the interview. While it is impossible to evaluate
the quality of treatment received, it generally matched
Canadian treatment guidelines for individuals with schizophrenia (37).
Findings: Hope and self-efficacy were found to be
highly correlated (r = .58, p<.001). Correlates of hope and
self-efficacy were determined by multiple regression
analyses with all of the hypothesized predictor variables
entered in one step. Depression, size of the social network,
stigma, and total PANSS scores entered into the equation,
accounting for 41% of the variance in hope (Table 2). The
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size of the social network correlated positively while
depression, perceived stigma, and total PANSS scores correlated negatively with hopefulness. A similar approach
was used for self-efficacy (Table 3), and here, perceived
stigma was the only predictor variable that was statistically significant.

Table 1

Demographics
Range

Age
Duration of
Illness (Years)
Days in
Hospitals

Mean

20–50

31.10

6.27

2–19

7.41

4.65

0–3890

Table 2

SD

225.2
(Median=73.0)

542.84

Multiple Regression Analysis
for Hope
Pearson r

Beta

SE

p

–0.44†

0.85

0.25

<.001

0.38†

1.17

0.37

0.003

Stigma

–0.44†

0.34

0.12

0.006

PANSS Total

–0.23

0.37

0.16

0.019

0.08

0.24

0.46

0.596

Predictor Variable
Beck Depression
Size of Social
Network

Duration

2

p < .001

Adjusted R = .41
†

p<.001

Table 3

Multiple Regression Analysis for
Self-Efficacy
Pearson r

Beta

SE

Stigma

–.39‡

0.21

0.08

.008

PANSS Total

–.14

0.16

0.10

.118

.25†

0.33

0.24

.177

–.23*

0.18

0.16

.287

.05

0.02

0.30

.841

Predictor Variable

Size of Social
Network
Beck Depression
Duration

2

Adjusted R = .16
*p=.05
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†

p=.04

p

p = .005

‡

p<.001
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Discussion and Conclusion
As predicted, hope and self-efficacy were highly intercorrelated in this sample. We had anticipated that this would be
so, based on previous qualitative research on these constructs (38). The closeness of the two constructs is consistent
with Salerno’s finding of a moderate correlation between
hope and “power.” Salerno has defined “power” as the “capacity to participate knowingly in the nature of change” (39,
p.25). This definition has a high degree of conceptual overlap with self-efficacy, which has been defined as the belief
that one is capable of organizing and performing actions that
will produce desired results (22).
Depression, size of the social network, stigma, and total
PANSS scores were significant in accounting for variance
in hope. The findings on the size of the social network
confirmed the results of previous research on hope and
schizophrenia (21, 38, 40). Based on Bandura (22), it had
been anticipated that social support would also influence
self-efficacy, but it did not, Bandura’s association having
been made on theoretical rather than on empirical
grounds. Symptom severity and depression were also
linked to the variance in hope, but not in self-efficacy, underscoring the fact that the two concepts, though closely
correlated, are not identical.
Only perceived stigma correlated with both hope and
self-efficacy. The significant impact of perceived stigma in
this study is consistent with other research on recovery
where perceptions of devaluation-discrimination strongly
predict self-esteem at six-month and twenty-four month
follow-up (16). Perceived stigma assesses the respondent’s beliefs about other people’s attitudes and may or
may not be based on personal experience of discrimination/devaluation. Nevertheless, it is a belief that, even if
false, affects one’s self esteem and level of hopefulness.
Focus groups with patients, family members, and mental
health professionals reveal that stigma is experienced in
interpersonal interactions, and as responses to media images of mental illness, obstacles to the attainment of social
roles, and structural discrimination (policies and regulations) (41,42).
There exists today a high degree of stigma against people
with mental illness, more in some cultures than in others,
and more against some diagnoses (schizophrenia) than
others (depression), especially when the public equates the
diagnosis with dangerousness and unpredictable behavior
(43,44). It leads to social distance, in that people are less
likely to engage in intimate relationships (marriage) with individuals who belong to the stigmatized group (45). Knowledge about mental illness, biological attribution (i.e. the
person is not to blame), familiarity with individuals suffering from mental illness, or even being a mental health professional may reduce but does not necessarily eliminate
stigma, which varies over time and may rise when social
conditions worsen or when violent crimes are committed by
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those diagnosed with a mental illness and are widely publicized (46-56). Stigma is a powerful obstacle to recovery.
The results of this study may not hold for all individuals
with schizophrenia since our sample was linked to treatment
and rehabilitation services. Every person in the sample reported being on medication and was able to answer all
PANSS questions about medication (although subjects were
not asked whether they were taking their medication exactly
as prescribed). The exclusion of current (one month) substance abuse may also make this a somewhat atypical North
American schizophrenia sample (57).
In conclusion, this study contributes to our understanding
of the relationship between important dimensions of recovery: hope and self-efficacy. It adds to the growing body of
literature on the negative impact of perceived stigma and
provides a meaningful framework for designing effective
clinical interventions. Our findings suggest that interventions aimed at inspiring hope may, if successful, also allow
individuals with schizophrenia to believe that they can make
positive changes in their lives. The reverse should also be
true, that promoting a greater sense of self-efficacy will increase hopefulness. This putatively provides clinicians with
alternative approaches for enhancing two beliefs that are
central to recovery. As Mueser, Corrigan, Hilton and others
have suggested, effective strategies for illness control within
a framework of recovery are feasible and should prove successful (58).
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